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Abstract: The negative attitudes surrounding mental disorders and their treat-
ment are a major obstacle to the correct identification and treatment of emerging
psychopathologies. The purpose of this study was to investigate mental health
literacy in a large and representative sample of high school students in Italy, via
a booklet containing several questionnaires delivered to 1032 teenagers. The
items in the questionnaires probed knowledge about mental health and illness,
stigmatization, stereotypes, behaviors, opinions, and attitudes. In general, the
students had a reasonable knowledge of mental disorders and were able to dis-
tinguish these from somatic disorders. However, a large portion of the students
nourished some misconceptions about mental disorders and was also rather
skeptical about the effectiveness of treatment or the chance of recovery for
people with severe mental disorders. Nevertheless, roughly half of the students
reported being willing to provide help to someone with a mental disorder when
in need. Poor mental health literacy is a major barrier to seeking help and
receiving effective treatment. Young people are the ideal target of raising aware-
ness and antistigma campaigns because they are at a higher risk for developing
a psychopathology.
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Many mental disorders diagnosed in adulthood have their onsetin childhood or adolescence (Kessler et al., 2007; Kim-Cohen
et al., 2003). For this reason, the early detection of mental disorders
and the delivery of effective interventions during these phases of
individual development are essential to prevent the worst outcomes
of psychopathology (Patton et al., 2007). Moreover, mental disorders
that begin during childhood and adolescence have a negative impact
on the development of the affected young people and hamper their
present and future functioning and well-being (Costello et al., 1999).
Negative attitudes toward mental disorders and their treatment
are a major obstacle to the correct identification and treatment of
emerging psychopathologies. People often refrain from finding the
support and the care they need for fear of having negative labels at-
tached to them by relatives or friends as a result of their mental health
status (Angermeyer and Matschinger, 2003; Thornicroft, 2008).
Negative attitudes are particularly strong against the use of drugs to
treat mental disorders (Jenkins and Carpenter-Song, 2009; Sorsdahl
and Stein, 2010). For example, the use of antidepressants to treat
depression is often perceived as a sign of emotional weakness and
inability to deal with problems (Castaldelli-Maia et al., 2011).
The complex interplay of ignorance and misinformation, nega-
tive attitudes and prejudice, and excluding or avoiding behaviors (i.e.,
discrimination) that surround people who have been diagnosed with
a mental disorder is referred to as stigma (Corrigan, 2004; Thornicroft
et al., 2007). The word stigma comes from an ancient Greek word
meaning mark or scar, that is, a disfiguring and identifying sign on the
body. Stigma acts as a powerful force of exclusion and negatively
affects the life of those who have mental disorders and their fam-
ilies (Corrigan, 2004; Thornicroft et al., 2007). A greater stigma is
attached to the most severe mental disorders, especially schizophre-
nia and its related psychoses (Angermeyer and Matschinger, 1997;
Norman et al., 2008). Patients diagnosed with psychosis have the
greatest chance of marginalization and discrimination because of the
stigma attached (Buizza et al., 2007), and stigmatization per se exerts
a negative influence on both the course and the outcome of the dis-
order (van Zelst, 2009). There is evidence that stigma against mental
disorders seriously impacts the will of young people to seek help for
their mental health difficulties (Fro¨jd et al., 2007; Mukolo et al., 2010;
Pescosolido et al., 2008; Quinn et al., 2009; Yap and Jorm, 2011).
Young males, in particular, are influenced by negative attitudes and
beliefs about mental disorders, with higher stigmatizing attitudes
associated with lower recourse to both clinical and nonclinical
sources of support (Eisenberg et al., 2009; Gonzalez et al., 2005).
Ignorance, which is derived from a lack of knowledge, and
prejudice, which is based on negative attitudes, are two important
components of stigma but could be both changed by interventions
aimed at increasing knowledge and reducing negative attitudes
(Rutz, 2001; World Psychiatric Association, 2000). Young people
are the ideal targets of raising awareness and antistigma campaigns
because they are at a higher risk for developing a psychopathology,
and they may benefit from interventions targeted at increasing their
willingness to access treatment when in need. Moreover, they are
the citizens of the future and will influence public-health decisions
by expressing their attitudes and beliefs (Pinto-Foltz and Logsdon,
2009; Warner, 2008).
The assessment of mental health literacy, that is, knowledge
and beliefs about mental disorders and their treatment (Jorm et al.,
1997), is now considered a preliminary step in evaluating the effec-
tiveness of raising awareness and antistigma campaigns because it
has been related to personal stigma and discrimination (Griffiths
et al., 2008) and was found to mediate changes in attitudes and
beliefs about mental disorders (Kelly et al., 2007; Wolff et al., 1996).
For this reason, some authors consider mental health literacy an
outcome per se, that is, an increase in mental health literacy is
expected to lower stigma and discrimination (Evans-Lacko et al.,
2010). Poor mental health literacy is a major barrier to seeking help
and receiving effective treatment (Jorm, 2012). From this, one can
infer that improving mental health literacy directed at young people
may help to prevent the worst consequences of poor knowledge re-
lated to mental disorders. Indeed, there is evidence that participation
in educational programs that teach about mental disorders can help
to inform beliefs about these and improve attitudes toward those who
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have mental disorders and, as an indirect consequence, eliminate
barriers for those seeking help and/or receiving effective treatment
(Corrigan et al., 2001; Penn et al., 1994; Sakellari et al., 2011).
However, the long-term effects of these educational programs among
the young people and the impact on those seeking help are still
unclear (Yamaguchi et al., 2001).
This is the first study on mental health literacy carried out
among students in Italy. Past investigations focusing on this topic
were based on pilot studies intended to test the feasibility of a pro-
tocol or the validity of a questionnaire (Buizza et al., 2010; Mirabella
et al., 2010; Pingani et al., 2012; Vezzoli et al., 2001).
We expected that those who were less likely to correctly dis-
tinguish mental disorders from somatic disorders would report less
favorable attitudes, hence greater stigma, toward people diagnosed
with psychosis and would be less willing to provide help to someone
affected by a mental disorder. In addition, female and younger par-
ticipants were expected to report less stigma toward people diagnosed
with psychosis. Indeed, there is some evidence that social distance
and stigmatizing attitudes are higher in males and are negatively re-
lated to age (Chandra and Minkovitz, 2006; Jorm and Wright, 2008;
Wang et al., 2007).
METHODS
The survey was carried out in late October 2010 as part of
a study aimed at investigating knowledge, beliefs, and attitudes of
high school students toward people with mental disorders. The
Regional Authority of Sardinia financed and authorized the study
named FUMO: Fight for the Future: Understanding and Modifying
Stigma of Mental Illness. The appropriate institutional review boards
(of the local university department performing this study and of the
involved high schools) approved the protocol of this study, which
complies with the provisions of the 1995 Declaration of Helsinki
(as revised in Tokyo, 2004). The teachers and the parents of the
students were asked first to give their consent to include the selected
students in this study, and, upon their consent, the students were
then asked to provide their own informed consent.
Study Sample and Procedure
Included in the study were 1,077 students from the last three
grades (III, IV, and V) of four large high schools (two scientific high
schools and two technical high schools) operating in the district of
Cagliari, the main town (about 300,000 inhabitants) of Sardinia. A
total of 1,032 students were at school during the collection of data,
and 1,023 participants provided full information (94% response
rate). At the time of the study, the area covering the sample had a total
of 16,660 males and 15,558 females within the age interval of the
participants. In Sardinia, about 85% of all teenagers attend high
school upon the conclusion of compulsory studies. The participant
sample therefore included around 4% of all adolescents attending
a high school in the area.
The students were invited to take part in a study on knowledge
about mental disorders and their treatment. Sitting quietly in their
classrooms, the students received a booklet containing the follow-
ing: a questionnaire to be completed with personal background
information, a questionnaire on the knowledge of mental disorders,
and a questionnaire investigating beliefs and attitudes toward
people diagnosed with psychosis.
All questionnaires were part of a booklet developed by the
Istituto Superiore di Sanita`, that is, the Italian National Institute of
Health, to assess the beliefs and the attitudes of young people to-
ward those with mental disorders, within the framework of a school-
based mental health promotion program (Mirabella et al., 2010).
Background Information
The questionnaire used to collect personal background in-
formation of the study’s participants asked about sex, age, contact
with relatives and friends, and each student’s personal experience
with people showing the most frequent symptoms of mental disorder
(e.g., low self-esteem,suicide ideation, social withdrawal, auditory
hallucinations).
Two questions asked about the participants’ social network-
ing habits:
a) Howmany relatives do you visit at least once every 6 months?
b) How many friends do you see at least once per week?
The personal experience of each participant with people
showing symptoms of mental disorder was investigated with the open
question ‘‘How many people do you know who I’’ and a list of
14 descriptions of the most common symptoms of mental disorder
(see Table 1 for details). History of psychosis in relatives was estab-
lished according to the responses to three questions inquiring about
hallucinations (item 10), psychotic-like beliefs (item 11), and paranoid
thinking (item 12) as well as a more detailed description of a case with
symptoms of psychosis (item 14).
Knowledge of Mental Disorders
The questionnaire on the participants’ knowledge of mental
disorders was aimed at assessing the students’ knowledge on the
names of the major mental disorders (e.g., major depression, schizo-
phrenia, panic attack) and the students’ ability in differentiating them
from somatic disorders (e.g., acquired immunodeficiency syndrome
[AIDS]). The responses to the knowledge questionnaire were eval-
uated by item, as described in Table 3. The unidimensionality of
the questionnaire on the knowledge of mental disorders was for-
mally tested with a confirmatory factorial analysis (CFA; see
below). The CFA yielded a reasonably acceptable fit for the unidi-
mensional structure of the questionnaire when considering the items
on mental disorders only (see Results and Table 3). Therefore, a sum-
mary score was derived by summing the number of corrected replies
on the items on mental disorders (each corrected reply counting as 1).
Beliefs and Attitudes Toward People Diagnosed
With Psychosis
The questionnaire used to analyze beliefs and attitudes toward
people diagnosed with psychosis was the study’s measure of stigma.
This questionnaire included a case vignette to detail the symptoms of
those diagnosed with psychosis:
A person with psychosis is someone who shows four of or
more of these problems: odds beliefs or ideas, which none of his/
her acquaintances can share; hearing voices or seeing things which
none else can hear or see; social withdrawal; severe impairment of
the ability of studying or working; lack of initiative or willingness to
do things; feelings of persecution or being victim of a conspiracy.
The participants were then asked about potential benefits of
treatment of people with psychosis, chances of recovery, dangerousness,
risk for victimization, ability to find and stay in paid employment, and
need for admission to a closed hospital (see Table 4 for details). The
scores on this questionnaire followed the Likert format (1Y5), from
‘‘none’’ to ‘‘the majority,’’ except for the questions on dangerousness
and the need for admission to a closed hospital, for which the scores
were reversed (i.e., ‘‘none’’ replies were rated 5, ‘‘the majority’’ re-
plies were rated 1). On each item, lower scores corresponded to more
stigmatizing attitudes.
The unidimensionality of the questionnaire investigating be-
liefs and attitudes toward people diagnosed with psychosis was for-
mally tested with CFA (see below). The CFA yielded a reasonably
acceptable fit for the unidimensional structure of the questionnaire
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(see Results and Table 4). Therefore, the scores on each item of the
questionnaire investigating beliefs and attitudes toward people diag-
nosed with psychosis were summed to give a general measure of
nonstigmatizing attitudes, with lower scores on this questionnaire
considered to be evidence of stigma held against people diagnosed
with psychosis.
Willingness to Provide Help to Someone With a
Mental Disorder
A final question asked about the willingness to provide help
to someone with a mental disorder when in need, a proxy for social
distance, or the propensity to interact with a target person in different
types of relationships (see Link et al., 2004).
Statistics
Data (with the exception of CFA) were analyzed using the
Statistical Package for Social Science (SPSS) for Windows (Chicago,
IL 60606), version 13.
All tests were two tailed. Because of multiple testing, threshold
of significance was set at p G 0.0001; according to Bayesian in-
terpretations, this threshold has the highest chance of confirmation
in future studies (Katki, 2008). Categorical data were analyzed in
intergroup comparisons with chi-square or Fisher’s exact test, when
appropriate (n G 5 in any cell in contingency tables). The t-test was
used for continuous variables (e.g., age); the Mann-Whitney’s U-test
was used to compare the ordinal variables. Spearman’s rho correlation
coefficients were used to examine associations between variables.
CFAwas carried out using EQS-structural equation modelling
software (Multivariate Software, Inc, Encino, Calif) for Windows
version 6.1 (Bentler, 2008). Maximum likelihood under elliptical
distribution was used to estimate fit. Chi-square is the traditional fit
index for evaluating the overall model fit because it assesses the
magnitude of discrepancy between the sample and fitted covariance
matrices (Hu and Bentler, 1999, p. 2). However, the use of the chi-
square likelihood ratio test to assess model fit was found unsatis-
factory for a number of reasons, including sensitivity to sample size
(Tanaka, 1993). Therefore, it has become habitual in testing CFA
models to rely on the rather liberal Hu and Bentler (1999) criteria.
The following criteria for fit were applied: the comparative fit index
(CFI), the root mean square error of approximation (RMSEA), and
the standardized root mean square residual (SRMR). The RMSEA
values of less than 0.06 indicate a good fit; however, values as high
as 0.08 were considered indicative of a reasonable fit (Hu and
Bentler, 1999). SRMR values 0.09 or lower and CFI values 0.90
or higher are considered acceptable (Browne and Cudeck, 1993;
Hu and Bentler, 1999). A factor loading of 0.32 or higher (10%
of variance) was considered the minimum requirement for an
item to be included in the final global score (Comrey, 1973).
Scale reliability was measured using the maximal weighted
internal consistency reliability from the CFA testing unidimen-
sional model (Bentler, 2008). To compare groups, reliability values
TABLE 1. Personal Experience With People Showing Symptoms Indicative of Mental Disorders
Do you know people who I
Among
Relatives
Among
Friends
Among
Classmates
1 Q2 1 Q2 1 Q2
1. I have low or no self-esteem? 105 (10%) 140 (14%) 170 (17%) 224 (22%) 157 (15%) 313 (30%)
2. I have lost the desire to do things
and tend to do nothing all day?
165 (16%) 129 (13%) 163 (16%) 232 (23%) 116 (11%) 235 (23%)
3. I are discontented with their lives? 67 (7%) 46 (4%) 48 (5%) 68 (6%) 58 (6%) 56 (5%)
4. I have attempted suicide or seriously
hurt themselves within the past 24 months?
35 (3%) 7 (1%) 55 (5%) 16 (2%) 21 (2%) 5 (0.5%)
5. I have unjustified fears (so-called phobias)
that condition their behavior
163 (16%) 133 (13%) 201 (20%) 176 (17%) 150 (15%) 172 (17%)
6. I keep to themselves and almost never spend
time with other people (social withdrawal)?
110 (11%) 51 (5%) 111 (11%) 57 (5%) 161 (16%) 95 (9%)
7. I feel the need to repeat the same actions over
and over (for example, wash up frequently or check
the same things repeatedly), even if this behavior
serves no purpose?
125 (12%) 64 (6%) 92 (9%) 75 (7%) 62 (6%) 64 (6%)
8. I do all they can to lose weight or stay thin, even
if they are already underweight?
101 (10%) 57 (5%) 169 (16%) 111 (11%) 114 (11%) 102 (10%)
9. I have health problems or troubled social lives at school
and/or at work due to the use and abuse of alcohol
and/or other drugs?
56 (6%) 25 (2%) 73 (7%) 145 (14%) 44 (4%) 69 (7%)
10. I often hear voices which no-one else can hear? 34 (3%) 16 (2%) 40 (4%) 31 (3%) 37 (4%) 15 (1%)
11. I have odds beliefs or ideas, which none of his/her
acquaintances can share?
101 (10%) 43 (4%) 134 (13%) 85 (8%) 138 (14%) 74 (7%)
12. I have feelings of persecution or being victim of a conspiracy? 89 (9%) 26 (2%) 80 (8%) 51 (5%) 95 (9%) 48 (5%)
13. I are domineering with other people and enjoy
humiliating and/or hurting them?
50 (5%) 20 (2%) 82 (8%) 155 (15%) 102 (10%) 127 (12%)
14. I have four or more of the following problems:
hearing voices or seeing things which none else can
hear or see; social withdrawal; severe impairment
of the ability of studying or working; lack of initiative
or willingness to do things; feelings of persecution or
being victim of a conspiracy?
49 (5%) 12 (1%) 52 (5%) 47 (5%) 37 (3%) 49 (5%)
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of 0.70 were considered satisfactory (Bland and Altman, 1997);
however, when dealing with subscales derived from a single question-
naire, values around 0.60 were considered acceptable (Nunnally, 1978).
RESULTS
General Results
The sample included an equal proportion of male and female
participants: 506 male participants (49%) and 517 female partici-
pants (51%). The mean (SD) age in the sample was 17.3 (1.3) years
(range, 15Y24 years), with no difference by sex; about two thirds
of the students were 17 years or older (Table 2).
In the sample, family social networks were comparable be-
tween the male and female participants, but the female participants
tended to have a smaller and, in all likelihood, more focused social
network as far as friendship was concerned. In the sample, the
number of relatives that the participants visited at least once every
6 months had a positive correlation with the number of friends they
saw on a weekly basis (Spearman’s Q = 0.198, p G 0.0001).
A trend emerged that negatively associated age with the
number of relatives visited (Spearman’s Q = j0.107, p = 0.001), but
the finding was lower than the predefined threshold to be considered
statistically significant.
Experience of Mental Disorders
The students were more ready to notice and report symp-
toms of mental disorders when regarding friends and classmates
than when concerning relatives for some symptom types (e.g., item
8, anorexic-like behaviors) but not others (e.g., item 7, indicative
of obsessive-compulsive behaviors, or item 10, on hearing voices
when none is there).
The male participants were more likely than were the female
participants to report their personal experiences with friends display-
ing apathy (Mann-Whitney’s U-test: z = j4.52, p G 0.0001), alcohol
or drug abuse (z =j4.70, p G 0.0001), and a propensity to bullying or
the enjoyment of humiliating others (z = j5.41, p G 0.0001). In ad-
dition, the male participants reported knowing classmates with alco-
hol or drug abuse problems (z =j3.79, p G 0.0001) and with very odd
beliefs (z = j3.50, p G 0.0001) more often than did the female par-
ticipants. No other differences by sex were observed at the predefined
threshold for statistical significance.
Age was not related to personal experience with people dis-
playing symptoms indicative of mental disorders (Spearman’s rho:
p 9 0.05 or higher in all correlations, data available at request).
Knowledge of Mental Disorders
The students were able to distinguish mental and somatic
disorders but were in doubt about the psychopathological nature of
panic attacks and alcoholism; only half of the sample recognized
them as a mental disorder (Table 3).
The male students were more likely to deny that panic attacks
are a mental disorder (male students, n = 254, 50.2%, vs. female
students, n = 192, 37.1%), and they also denied that anorexia nervosa
was a mental disorder (male students, n = 77, 15.2%, vs. female
students, n = 30, 5.8%) more often than did the female students.
There were no other differences by sex (Table 3).
CFA was used to test the undimensional model using a scale
based on corrected replies to queries concerning mental disorders
(corrected reply, 1; uncorrected reply or ‘‘I do not know’’ reply, 0).
The undimensional model proved reasonably acceptable on the basis
of the fit indices: CFI, 0.900; RMSEA, 0.059 (95% confidence in-
terval [CI], 0.045Y0.074); SRMR, 0.042. The maximal weighted in-
ternal consistency reliability for the unidimensional model was
0.588, which approaches the threshold for acceptability of subscales
derived from a questionnaire. All but two items contributed to this
factor with a loading higher than 0.32. The mean scores and factor
loading on the questions concerning knowledge of mental disorders
are summarized on the right-hand side of Table 3.
A summary score was then derived by summing up the num-
ber of corrected replies to the items concerning mental disorders,
with corrected replies counting 1 and a potential range between
0 and 5 (two items were not included in the final global scores be-
cause of the fact that their loading on the factor was lower than 0.32).
On the measure of the knowledge of mental disorders, the
mean (SD) score was 3.5 (1.2); range, 0 to 5; median, 4 (interquartile
range, 2). The female students scored higher than did the male
students on this measure: female students, 3.7 (1.2), vs. male stu-
dents, 3.4 (1.3); Mann-Whitney’s U-test: z = j3.88, p G 0.0001.
Age was not related to the score on the measure of knowledge of
mental disorders (Spearman’s Q = 0.033, p = 0.290). Neither the
number of visited relatives nor the number of friends seen per
week was related to the scores on knowledge of mental disorders
(Spearman’s rho: p 9 0.10 in both correlations).
TABLE 2. General Sample Characteristics
Male Students Female Students Statistics
n (%) 506 (49.5) 517 (50.5)
Age t = 1.00, df = 1021, p = 0.31
Mean (SD) 17.3 (1.4) 17.3 (1.3)
15Y16 yrs, n (%) 154 (30.4) 164 (31.7)
17 yrs or older, n (%) 352 (69.6) 353 (68.3)
GHQ Mann-Whitney’s U-test: z = j5.75, p G 0.0001
Relatives visited at least once in 6 mos W2 = 0.01, df = 1, p = 0.911
Fewer than five, n (%) 49 (9.7) 49 (9.5)
More than five, n (%) 457 (90.3) 468 (90.5)
Friends seen at least once in a week W2 = 23.7, df = 1, p G 0.0001
Fewer than five, n (%) 75 (14.8) 142 (27.5)
More than five, n (%) 431 (85.2) 375 (72.5)
GHQ indicates General Health Questionnaire.
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Personal experience of people showing symptoms of mental
disorders was not related to the measure of knowledge of mental
disorders (Spearman’s rho: p 9 0.01 or higher in all correlations, data
available upon request).
Nonstigmatizing Attitudes
There were no differences of sex on the queries aimed at
assessing beliefs and attitudes toward people diagnosed with severe
mental disorders (Table 4).
A trend emerged showing that the female students were more
likely than were the male students to think that people diagnosed with
a severe mental disorder could be the target of violence more often
than other people (Mann-Whitney’s U-test: z = j3.02, p = 0.002)
and could stay in paid employment (Mann-Whitney’s U-test: z =j2.74,
p = 0.006). However, the differences did not reach the predefined
threshold for statistical significance.
About one third of the sample, irrespective of sex, reported
that they thought people diagnosed with a severe mental disorder
should be locked in a psychiatric hospital, and 10% to 14%,
TABLE 3. Questionnaire Assessing the Knowledge of the Participants on the Name and the Characteristics of Major Mental
Disorders and Their Ability to Distinguish These From Neurological or Somatic IllnessesVTotal Sample, N = 1023
Are Any of the Following Conditions
a Mental Disorder? Yes, It Is
No, It
Is Not
I Do Not
Know
Male/Female
Differences Mean (SD)
Factor Loading,
Unidimensional Model
Depression 793 (78%) 163 (16%) 67 (6%) W2 = 11.9, df = 2, p = 0.003 0.78 (0.41) 0.444
Panic attacks 481 (47%) 446 (44%) 96 (9%) W2 = 17.7, df = 2, p = 0.0001 0.47 (0.49) 0.401
Hodgkin’s 78 (8%) 111 (11%) 834 (81%) W2 = 5.3, df = 2, p = 0.068 Not included Not included
AIDS 36 (3%) 927 (90%) 60 (6%) W2 = 2.9, df = 2, p = 0.231 Not included Not included
Schizophrenia 934 (91%) 50 (5%) 39 (4%) W2 = 5.4, df = 2, p = 0.067 0.91 (0.28) 0.280
Multiple sclerosis 157 (15%) 775 (76%) 91 (9%) W2 = 4.7, df = 2, p = 0.094 Not included Not included
Social phobias 820 (80%) 106 (10%) 97 (10%) W2 = 4.0, df = 2, p = 0.132 0.80 (0.39) 0.547
Cirrhosis 40 (4%) 657 (64%) 326 (32%) W2 = 1.1, df = 2, p = 0.580 Not included Not included
Alcoholism 472 (46%) 472 (46%) 79 (8%) W2 = 4.3, df = 2, p = 0.116 0.46 (0.49) 0.302
Anorexia 882 (86%) 107 (11%) 34 (3%) W2 = 28.7, df = 2, p = 0.0001 0.86 (0.34) 0.408
Antisocial personality 695 (68%) 169 (16%) 159 (16%) W2 = 4.9, df = 2, p = 0.084 0.68 (0.46) 0.391
TABLE 4. Questions on Beliefs and Attitudes Toward People Diagnosed With Psychosis
‘‘A Person With Psychosis Is Someone Who Shows Four of or More of These Problems: Odd
Beliefs or Ideas, Which None of His/Her Acquaintances Can Share; Hearing Voices or Seeing
Things Which No One Else Can Hear or See; Social Withdrawal; Severe Impairment of the
Ability to Study or Work; Lack of Initiative or Willingness to Do Things; Feelings of
Persecution or Being Victim of a Conspiracy. In Your View I’’
Male Students
(n = 506)
Female Students
(n = 517)
Factor Loading,
Unidimensional Model
1. How many people with psychosis can be successfully treated with
treatments (drugs and/or psychotherapies) that are effective
(i.e., they produce good results)?
0.590
Mean (SD) on the item 2.1 (1.4) 2.1 (1.1)
n (%) of those who replied ‘‘a great deal or the majority’’ 69 (14) 40 (8)
2. How many people with psychosis can recover or greatly improve? 0.673
Mean (SD) on the item 2.5 (1.3) 2.5 (1.1)
n (%) of those who replied ‘‘a great deal or the majority’’ 105 (21) 76 (15)
3. How many people with psychosis could be dangerous? 0.500
Mean (SD) on the item 2.9 (1.4) 2.9 (1.4)
n (%) of those who replied ‘‘a great deal or the majority’’ 70 (14) 54 (10)
4. How many people with psychosis could become the victim
of harassment or violence from ‘‘non-sufferers’’?
0.343
Mean (SD) on the item 2.4 (1.3) 2.6 (1.3)
n (%) of those who replied ‘‘a great deal or the majority’’ 96 (19) 122 (24)
5. How many people with psychosis should have a job, when able,
and be given the chance to make themselves useful?
0.437
Mean (SD) on the item 2.8 (1.6) 3.1 (1.5)
n (%) of those who replied ‘‘a great deal or the majority’’ 189 (37) 224 (43)
6. How many people with psychosis should be subjected to
long-term treatments in a closed psychiatric hospital rather than at home?
0.386
Mean (SD) on the item 2.4 (1.6) 2.6 (1.5)
n (%) of those who replied ‘‘a great deal or the majority’’ 166 (33) 180 (35)
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according to sex, reported that most people diagnosed with psy-
chosis can be dangerous, whereas another 34% thought that a large
fraction, albeit not the majority, of people with psychosis can be dan-
gerous. Conversely, about 10% thought that the treatment of severe
mental disorders could be effective for most affected patients,
and only 30% thought that this could be effective for a fraction of
them, whereas around 40% of the sample believe that treatment is
effective for few patients or none (20% ticked the ‘‘do not know’’
option on the query). A similar skeptical attitude was recorded
on the query concerning the chances of a full recovery.
The undimensional model applied to this questionnaire
proved reasonably acceptable on the basis of the fit indices: CFI,
0.954; RMSEA, 0.067 (95% CI, 0.49Y0.085); SRMR, 0.038. The
maximal weighted internal consistency reliability for the unidimen-
sional model was 0.691. All items contributed to the factor with a
loading higher than 0.32. The mean scores and factor loading on
the six questions concerning beliefs and attitudes toward people di-
agnosed with psychosis are summarized in Table 4.
In the sample, the mean (SD) score on this measure of
nonstigmatizing attitudes was 15.6 (5.1), with a range from 0 to 26
and a median of 16 (interquartile range, 6).
The male and female students did not differ on the global
measure of nonstigmatizing attitudes: mean (SD), 15.2 (5.6) vs. 15.9
(4.5), respectively, Mann-Whitney’s U-test: z = j1.55, p = 0.120.
Age was not related to the global measure of nonstigma-
tizing attitudes (Spearman’s Q = 0.061, p = 0.050); the number
of relatives visited or the number of friends seen per week was
not related to the global measure of nonstigmatizing attitudes
(Spearman’s rho: p9 0.10 in both correlations).
Personal experience with people showing symptoms of mental
disorders was not related to nonstigmatizing attitudes (Spearman’s
rho: p 9 0.01 or higher in all correlations, data available at request).
However, there was a trend for more positive, nonstigmatizing atti-
tudes in those who had a family history of psychosis (i.e., one or
more relatives with hallucinations, psychotic-like beliefs, and/or
paranoid thinking): Spearman’s Q = 0.102, p = 0.001.
Willingness to Provide Help
In the sample, 584 students (57%) declared themselves to
be willing to provide help to someone with a mental disorder.
More female (n = 341, 66%) than male (n = 243, 48%) students
reported to be willing to provide help to someone with a mental
disorder: W2 = 32.84, df = 1, p G 0.0001. The students who reported
to be willing to provide help to someone with a mental disorder did
not differ from those who denied their willingness to provide help
to someone with a mental disorder (n = 439; 43%) as far as age was
concerned: 17.3 (1.3) vs. 17.3 (1.3), t = 0.145, df = 1021, p = 0.88.
Willingness to provide help to someone with a mental dis-
order was not related to the number of relatives visited or the
number of friends seen weekly (Mann-Whitney’s U-test: p 9 0.01
in both comparisons).
Personal experience with people showing symptoms of low
self-esteem or phobia in relatives, friends, or classmates was posi-
tively related to willingness to provide help to someone with a mental
disorder (Spearman’s Q 9 0.130, p G 0.0001, in all correlations).
Willingness to provide help was also positively associated with
family history of psychosis (Spearman’s Q = 0.129, p G 0.0001).
Knowledge of Mental Disorders, Stigma, and
Willingness to Provide Help
The scores on the measure of knowledge of mental disorders
were positively related to the scores on the global measure of
nonstigmatizing attitudes: Spearman’s Q = 0.136, p G 0.0001.
Those who were willing to provide help to someone with a
mental disorder had a higher score on the measure of knowledge of
mental disorders than did those who were not willing: 3.7 (1.2) vs.
3.4 (1.2), Mann-Whitney’s U-test: z =j3.66, p G 0.0001. Those who
were willing to provide help to someone with a mental disorder also
reported more favorable attitudes toward those diagnosed with psy-
chosis than did those who were not willing: 16.4 (4.6) vs. 14.5 (5.4),
Mann-Whitney’s U-test: z = j5.84, p G 0.0001.
DISCUSSION
This study proved that, for Italian high school students, the
knowledge of mental disorders was positively correlated with the
willingness to provide help to someone with a mental disorder, and
both were related to more positive attitudes toward people with
psychosis. This is a confirmation that, as in past studies, mental
health literacy is related to both lower stigma toward and reduced
social distance from people with severe mental disorders (Evans-
Lacko et al., 2010; Jorm, 2012; Jorm et al., 1997).
The students had a reasonable knowledge of mental disorders
and were generally able to distinguish these from somatic disorders.
However, they had doubts on the psychopathological nature of dis-
orders such as panic attacks and alcohol dependence.
There is some evidence that people tend to blame and attribute
responsibility to those with conditions such as alcohol abuse
(Angermeyer et al., 2011; Link et al., 2004; Schomerus et al., 2011).
One can deduce that the students might have perceived alcohol de-
pendence as depending on the subject’s actions and will more than on
other mental disorders (Schomerus et al., 2011). Therefore, they
would have been less likely to consider alcohol abuse as a mental
disorder, that is, an illness, which is generally considered to be
something that happens to a person and not the consequence of a
person’s choice or actions. However, the students might have been
less informed on the current conceptualization of alcohol abuse as a
psychopathology. As for panic attacks, these might have been con-
sidered somehow ‘‘normal’’ in both personal and peer experiences
and equated to situational anxiety, so a portion of the participants
might have overlooked the pathological nature of a panic attack.
Despite the observed connections between mental health lit-
eracy and positive attitudes toward people with psychosis, a large
portion of the students held some misconception of mental disorders:
about 33% of the sample thought that people diagnosed with a severe
mental disorder should be treated in closed psychiatric hospitals
rather than in a general hospital or at home, and 40% of the sample
hold the belief that a large portion of people diagnosed with severe
mental disorders can be dangerous. The students were also rather
skeptical about the effectiveness of treatment or the chance of re-
covery for people with severe mental disorders. These mis-
conceptions are rather common (Byrne, 1999; ten Have et al., 2010;
Watson et al., 2005); medical and nursing students, too, were reported
to hold the idea that people diagnosed with mental disorders are un-
likely to recover and that they can be dangerous and violent (Aker et al.,
2007; Llerena et al., 2002).
The ideas about the dangerousness of people with severe
mental disorders can reinforce rejection and distance, both factors
that can increase discrimination and marginalization caused by stig-
ma (Angermeyer et al., 2011; Angermeyer and Matschinger, 2003;
Link and Cullen, 1986; Pescosolido et al., 1999). In this study, those
with higher stigma scores were also less willing to provide help to
someone with a mental disorder. Misconceptions about mental dis-
orders have additional negative consequences for those who hold
them. Indeed, fear of marginalization can enforce self-stigmatization
in people with an evolving mental disorder (Ru¨sch et al., 2010), also
reducing access to care. Moreover, internalized stigma reduces self-
esteem (Link et al., 1987; Lysaker et al., 2008), and this may have
a further negative impact on treatment compliance. Skepticism about
the effectiveness of available treatments is another factor that can
delay access to care when in need.
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Contrary to expectations, age was not related to the knowledge
of mental disorders or stigma or willingness to provide help to someone
with a mental disorder. The age range in the investigated sample was
small, and this may have limited the possibility to identify relevant
differences related to age on the measures used in this study.
The female students showed greater knowledge of mental
disorders than did the male students. Nevertheless, no relevant sex
differences were seen in the attitudes toward those with mental ill-
ness, a finding consistent with past studies (Holzinger et al., 2012,
but different findings in Jorm and Wright, 2008). However, it is re-
markable that about half of the students reported their willingness to
provide help to someone with a mental disorder when in need. The
female students were more likely than were the male students to
volunteer support to people with mental disorders, as observed in
past studies (Holzinger et al., 2012). In addition, as in previous
studies (Olsson and Kennedy, 2010), greater mental health literacy
was linked to a higher willingness to provide help to people with
mental disorders.
Personal experience of people with symptoms indicative of
mental disorders was not related to knowledge of mental disorders or
stigma toward those with psychosis. Nevertheless, a trend emerged
associating higher scores on the measure of nonstigmatizing attitudes
to those who had a family history of psychosis. A willingness to
provide help to someone with a mental disorder was also positively
associated with a family history of psychosis. This may indicate that
direct exposure to psychosis can lower stigma and reduce social
distance from those with mental disorder. Indeed, in past studies,
contact with a person diagnosed with a mental disorder was inversely
related to endorsing psychiatric stigma (Pinfold et al., 2003; Schulze
et al., 2003; Thornicroft et al., 2008).
Limitations and Strengths of This Study
To enroll as large a sample as possible, the questionnaires were
used to assess the participants’ attitudes and beliefs; pen-and-paper
assessments bear limitations in capturing behavioral responses and
behavior-based attitudes (i.e., social distance). Moreover, tools based
on self-reporting are open to a social desirability bias, and this might
have inflated favorable scores on the stigma measure. Nevertheless,
the study involved a large and representative sample of high school
students: nearly 4% of the people of the same age and sex in a des-
ignated area and a very high participation rate.
CONCLUSIONS
The questionnaires used in this study and selected to measure
knowledge of mental disorders and beliefs and attitudes toward
people diagnosed with psychosis showed acceptable reliability and
also internal validity, as far as interrelations in the expected direction
were concerned. These provide a valid and a reliable measure of
mental health literacy in the sample. In this study, mental health lit-
eracy was found to be related to more favorable attitudes toward
people with psychosis and a greater willingness to provide help to
someone with a mental disorder, as expected, on the basis of the a
priori hypotheses. These findings support the idea that educational
interventions aimed at increasing mental health literacy in young
people will be effective in reducing negative beliefs and attitudes
toward people with severe mental disorders (Evans-Lacko et al.,
2010; Jorm, 2012).
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